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THE BOSTON SOCIETY OF PSYCHIATRY AND NEUROLOGY. 

Nov. 15, 1906. 

The President, Dr. Tuttle, in the Chair. 

A CASE OF CHLORAL DELIRIUM. 

By Dr. Mitchell. 

The resemblance to alcoholic delirium was emphasized. A shoemaker 
of sixty-two began to take chloral sixteen years ago for insomnia; and it 
became his habit to take gr. 15-3° for many years every night. Also he 
used alcohol moderately up to ten years ago. 

Four years ago his family first noticed he was more restless and he 
took more chloral. At nig'ht he fancied he heard horns and bands of 
music, and later voices. 11c would be irritable and unreasonable in re¬ 
action to hallucinations, which wotdd appear irregularly for a time, and 
then he would seem as well as usual for some months, only to have a re¬ 
currence. I hree years ago he took a large dose of chloral, with suicidal 
intent. Afterwards he increased his daily average allowance to 75 gr. 

Nine months ago he formed delusions explanatory of his hallucina¬ 
tions; his neighbors were conspiring against him, and he bought a re¬ 
volver to protect himself against incendiaries. He lost weight, became 
tremulous, and had a delirious attack lasting weeks; he saw strange 
animals and men, and heard abusive epithets; lie was restless and dis¬ 
orderly. This acute attack subsided rapidly, but he soon resumed chloral 
with a recurrence of delirium; and he was committed to the Danvers’ 
Hospital. 

He was poorly nourished and his face cyanotic. His gait was feeble 
and unsteady; pronounced Romberg; fine fibrillary tremor of the facial 
muscles; tremulous and husky voice; general tremulous incoordination; 
reflexes generally lively; pupils reacted normally; and considerable blunt¬ 
ing of tactile sensibilities existed. 

Mentally he was disoriented; his attention could not be held in con¬ 
versation; restless and disorderly, moving his bed about, throwing his 
bedding around, trying to climb out of the window and keeping constantly 
in motion, lie had visual and auditory hallucinations; he was apprehensive. 

In a week he had improved and was able to sleep without drugs. At 
the end of four months he was practically well and had gained in weight 
so that he left the hospital, able to sleep better than for years and without 
drugs. 

Dr. Dewey said lie saw recently a case of what he considered delirium 
due to the salicylates. A man who formerly used liquor quite freely, but 
who had drank none for several months, was taken suddenly with a severe 
pain in his hip, but without fever. His physician, thinking that the pain 
was rheumatic, gave him large and frequent doses of salicylates which 
relieved the pain. On the fourth day he had ringing in his cars and be¬ 
came delirious. He saw beautiful scenery on the ceiling. Later he saw 
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long needles in the bed clothes and heard his wife taking medicine in her 
mouth, the glass syringe striking her teeth. 

When seen this condition had lasted three days. He then recognized 
that the first hallucinations were not real, but believed that his wife had 
been taking' medicine and that the physician who had just examined him 
had put some medicine on his chest with his stethoscope. He was well 
oriented. 

His physician reported that in three days he was practically well. 

i 

LATE EPILEPSY IN A WOMAN OVER SIXTY YEARS OF AGE. 

By Dr. Southard. 

The subject showed a general arteriosclerosis. The vessels at the 
base of the brain showed a trivial degree of diffuse thickening. The 
tissues in general showed involution changes. 

The reader called attention to the fact that although numerous sections 
from various parts of the nervous system were examined, a progressive 
Marchi reaction could be demonstrated in one focus alone; viz., about a 
small cyst of softening of the left hemisphere of the cerebellum. Minute 
dissection of the remainder of the nervous system revealed no other focal 
lesion. Microscopically no characteristic lesions were found, except focal 
perivascular gliosis in the interior of the spinal cord and in various parts 
of the cortex. None of these perivascular glioses appeared to be accom¬ 
panied by a Marchi reaction. There was a characteristic pigmentation of 
the cells of the fusiform layer in numerous regions. 

The case must be counted one of late epilepsy developing upon an 
organic basis. 

TUMOR OF THF. RIGHT FRONTAL LOBE. 

By Dr. H. W. Miller. 

The specimens presented show a tumor in right frontal region which 
is of interest from the size of the growth, the duration, and the complex 
of symptoms manifested at various times during the course. 

The clinical history in brief is as follows: A male, sixty-four years 
of age, upon admission to the I nunton Insane Hospital in January, 18941 
excessive alcoholism; onset with insomnia, pain in the head, irritability, 
some memory disorder, and convulsions (nature and number not ascer¬ 
tained) for three months before admission. 

At the time of admission physically well nourished, but pale, with 
motor symptoms suggestive of a peripheral sensory motor neuritis. Pupils 
unequal, right dilated, left contracted; sluggish reaction to light and ac¬ 
commodation ; knee jerks absent; edema of the low r er extremities , tremor 
of tongue, lips and facial muscles. He had at no time convulsions in the 
hospital, nor was there any vomiting until his final illness. 

In three months he recovered from the motor disturbance so that he 
was given parole and did outside work. He frequently complained of 
frontal headache, a feeling of dizziness, and pain in his legs, which he 
spoke of as rheumatic. 

At first he was mentally much confused, disoriented, elaborated very 
poorly; in brief, was in a somnolent, semi-stuporous condition. These 
symptoms subsided with the physical improvement so that five months 
after admission it was stated that he showed only a nuld degree of gen¬ 
eral intellectual impairment. His condition remained stable till June, 
1896, when he was discharged as much improved. 
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One year later he was recommitted. In the interim he had indulged 
freely in alcoholic drinks; had a few (?) convulsive attacks. Shortly 
before his return he became despondent, restless; complained of a feeling 
as if the upper part of his skull was falling off; often held on to his 
head; said that he was dizzy; and he screamed frequently at night. 
Physically at this time he showed some Romberg 1 , equal but sluggish 
pupils, absent knee jerks, and by no means persistent headache. 

The more acute mental symptoms rapidly passed off, and following 
that time he showed only slight irritability, temporary attacks of depres¬ 
sion, restlessness, rare hallucinatory episodes, and a distinct moral de¬ 
terioration of the nature of sexual perversion. 

The above in brief characterizes his condition up to the present year. 
On April 6, 1906, twelve years after his first admission, he had a fainting 
spell with vomiting; became bewildered and stupid, passed into a coma¬ 
tose condition, and died five days later. The fatal termination was appar¬ 
ently due to the rupture of some of the vessels belonging to the new 
growth. 

The tumor was located in the right frontal lobe, commencing anteriorly 
I cm. from the tip, 6 mm. from the medial surface. Its greatest diameter 
was in a position 5 cm. from the tip where it measures s'A cm. From 
this location backwards it decreased in size. The posterior extremity 
was found 11 cm. from the tip of the frontal. This extremity involved 
the anterior third and the anterior second of the anterior capsule and a 
small portion of the inner part of the lenticular nucleus. The lower, inner 
involved the gray cortex. 

The degenerative changes are well shown in the specimens. The pro¬ 
trusion into the longitudinal sinus left a depression on the inner side of 
the left frontal lobe into which the ends of two fingers could easily sink. 
The septum lucidum was pushed to the left, its walls thickened, and the 
cavity of the fifth ventricle almost obliterated. The optic commissure was 
not interfered with; the optic nerves of normal size, and the right had 
a few bands of adhesions to the tumor mass; the right olfactory atrophied. 

Histologically the growth was a g’lioma, very vascular, with a pre- 
dominence of fibrils, but also with many neuroglia cells. Remnants of 
nerve cells and nerve fibers were found well within the tumor mass. 

A CASE OF FRONTAL TUMOR. 

By Dr. Walton. 

The tumor so far simulated cerebellar tumor that operation in the 
latter region was concurred in by most of the neurologists who saw the 
case. The patient was a young woman, referred into the wards of the 
Massachusetts General Hospital by Dr. Taylor, and seen while there 
by Drs. Putnam, Paul and Waterman, as well as by Dr. Walton. 

The early complaints were pain over the right eye and down the right 
side of the face and neck, loss of vision and vomiting, commencing some¬ 
what over a year ago. During the past two months there had been severe 
and constant pain in the occipital region, and back of the neck, with 
drawing of the head backward, and to the left shoulder, the pain ex¬ 
tending to the arm with subjective numbness. There had been hysterical 
attacks with screaming. There was unsteadiness on standing with possibly 
a tendency toward the right. There was double optic neuritis with marked 
projection of the disc on the left. The right pupil was larger than the 
left, both reacting to light The patient answered questions in a fretful 
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manner, indicating a change of disposition, which should perhaps have 
suggested frontal tumor, but which is by no means pathognomonic of 
such tumor. There was no asynergia, but decided diadikokanesia in the 
left arm in which she was unable to make rolling movements; for ex¬ 
ample, with the facility shown on the right. 

Primary operation in the sub-occipital region by Dr. Beach showed 
tense and bulging dura. The patient died before the secondary operation 
could be undertaken. 

Autopsy by Dr. Wright showed rounded tumor-mass projecting into 
the cavity of both lateral ventricles on each side of the septum lucidum 
and just anterior to each caudate nucleus. These masses appeared con¬ 
tinuous with one another beneath the septum lucidum and just anterior 
to the pillars of the fornix. The right frontal lobe was largely occupied 
by dark, soft, spongy, finely reticulated tissue extensively infiltrated with 
clear fluid (g'lioma). 

Dr. H. C. Baldwin asked the reader if there had been any complaint 
of pain or rigidity in the back of the neck. 

Dr. Baldwin stated that rigidity of the muscles of the neck was men¬ 
tioned as one of the symptoms of tumor in the frontal lobes of the brain. 
No case of tumor of the frontal lobe with this symptom had ever come 
under his observation; but during his service in the Massachusetts Gen¬ 
eral Hospital this last summer a patient was admitted to the surgical 
wards suffering from a bullet wound which involved both frontal lobes. 
The patient made a perfect recovery and had no symptoms except pain 
and rigidity of the muscles of the neck. 

THE RELATION OF PSYCHOGENIC DISORDERS TO DETER¬ 
IORATION. 

By Dr. Adolf Meyer. 

After a brief statement of the position taken in his “Fundamental 
Conceptions of Dementia Praecox” offered as part of a discussion at the 
meeting of the British Medical Association at Toronto, August, 1906, 
Dr. Meyer reported two cases which showed the importance of a con¬ 
structive conception of the disease for the purpose of an adequate sizing 
up and adequate therapeutic measures. The first patient had three periods 
of classical hysteria preceding the outbreak of the final broader psychosis, 
which at first could hardly be distinguished from a hysterical disturbance, 
but in the course of a number of aggravations and relapses, took the 
shape of an outspoken catatonic deterioration. In this psychosis the same 
conditions which had before fed the hysterical episodes reappeared with 
the characteristic reaction type of a deterioration process, and as rela¬ 
tively easily traceable unbalanced and unbalancing substitutive reactions. 
The patient is now in a state of catatonic dementia. Non-recognition of 
these factors appears to have been a serious element of almost every 
aggravation in the process. The therapeutic efforts all tended to sub¬ 
merge the psychogenic issues in more or less drastic somatic measures. 
The perfectly glaring lack of penetration into the mental difficulties of 
the patient led to a series of disastrous blunders. A readjustment of 
the management of the patient with due attention to the psychogenic con¬ 
stellation has brought about a certain practical change, though, of course,, 
no radical alteration in the undoubted defect which has now existed for 
a number of years. 

The second patient is one in whom a certain constitutional peculiarity 
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and several short episodes of hysterical emotional outbreaks preceded a 
typical fantastic catatonic development remarkably clearly traceable to 
•definite material of experience. A comparison of the stereotyped mode 
of presentation by the routinist with that obtained in the full history and 
observation of the case, formed the foundation of a discussion of the 
therapeutic needs of such situations. The main purpose of the communi¬ 
cation was to show the lines along which to utilize the reconstructive 
conceptions of disease. The excellent helps furnished by Kraepelin's 
prognostic nosology should not be taken for more than a place where we 
can take a new breath and from which to go forth for more fundamental 
work. The exclusion of deterioration from practical nosological entities 
such as psychasthenia and hysterical states has a certain justification, but 
as the studies of Janet show, the hysterical and psychasthenic mechanism 
may continue to form an essential part of super-added unfavorable con¬ 
stellations, and although from a prognostic point of view these psychas¬ 
thenic and hysterical factors may then be subordinated, from a therapeutic 
point of view they may be the very points which must be kept in evi¬ 
dence in any plan of arresting the disorder and in providing the patient 
with material for a sound reconstruction. Grasset’s recent sketch in the 
AVt'itr </i' Psycliitilrii'. and the many valuable contributions to psycho¬ 
therapy by members of the Boston Society of Neurology and Psychiatry, 
tend greatly to systematize what undoubtedly every physician must have 
tried in such cases unless he was wholly under the dogma of prematurely 
rigid disease-conceptions. The aim of modern psychopathology is not 
merely the dogmatic diagnosis, but such a knowledge of the facts and their 
working together that they can be used for therapeutic and prophylactic 
work. 

Dr. Knapp said that I)r. Meyer’s paper has emphasized one point 
which is perhaps a common truism in all neurological work, but which 
should be the rule in every department of clinical medicine. The prognosis 
and the treatment must vary with the individual and not be dependent 
solely upon the diagnostic label we put upon the individual’s condition. 
Even when we recognize that the patient is the victim of an incurable 
disease we should not sit down hopelessly and do nothing. We all 
recognize, for example, when we make the diagnosis of tabes, that in 
some cases the prognosis is comparatively benign and the patient may go 
on for years with little discomfort, and that our treatment is absolutely 
different according as the patient is ataxic, or suffers pain. In dealing 
with the few diseases of the brain which are miscalled “mental diseases"— 
although every disease of the brain presents “mental” symptoms—we must 
not be too prone to make a diagnosis of a given disease from the existence 
of certain symptoms such as negativism, katatonia or mental retardation. 
In these, as in other brain diseases, we must recognize the fact, which is 
generally recognized in regard to such symptoms as aphasia or paralysis, 
that a lesion in a given locality always gives rise to the same symptoms 
no matter what the pathological process may be. This law is too often 
ignored by the alienist, although it has been emphasized by Wernicke, 
whose treatise on psychiatry, however, was based upon the solid founda¬ 
tion acquired in the preparation of his masterly treatise upon brain 
diseases. We are told to beware of the man of one book. If the alienists 
were less disposed to swear to the words of their single master, Kraepelin, 
thev would perhaps recognize more frequently that his nosology was not 
final. What we lack, however, are more definite clinical methods in the 
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study of brain disease. If we had them we could determine more accu¬ 
rately whether we were dealing with compulsion, stupor and apathy or 
whether the morbid process had gone on to complete cell destruction and 
to incurable dementia. If we had these methods the difference to which 
Dr. Stedman has alluded would disappear. Dr. Knapp said he could not, 
however, so readily give up the elder belief that “dementia” is a secondary 
state of an incurable nature. He believed that the so-called “primary” 
cases go through a phase of stuporous confusion first, from which they 
may recover, but, if not, that they finally pass into a state of incurable 
dementia. In some cases it is possible clinically to distinguish between 
these two states. 

Dr. Folsom said with regard to psycho-therapeutics there was more 
done fifty years ago than until quite recently. Isaac Ray and Dr. Bell 
were masters in it. Prof. Tyler was appointed to the Medical School 
nearly fifty years ago, and some of us can remember his careful analysis 
of symptoms and what was mis-called “moral treatment.” It is a pleasure 
to see psycho-therapcutics coming in vogue again after Virchow’s cellular 
pathology has had its swing. It is a singular fact that Tyler’s course of 
instruction was entirely omitted in the history of the Harvard Medical 
School recently published. 

Dr. E. E. Southard raised objections to the use of the term psychogenic 
on general grounds. He maintained that the term might lead us too 
far when used in connection with various acute psychoses. Whereas it 
must be conceded that the histopathologists have scarcely made out a 
convincing brief for dementia prxcox as related with structural alterations, 
nevertheless it is equally going too far in the opposite direction to insist 
that these cases have a psychical basis. This question should be held 
open until more facts are produced. It seemed equally apposite to main¬ 
tain that various psychoses are patrogcnic or metrogenic or hetairogenic 
as to say that they are psychogenic. 

Moreover, philosophically speaking, it might be alleged that a strictly 
theoretical use of the term psychog'enic would commit one to the inter¬ 
action hypothesis. With respect to the interaction hypothesis, we are still 
in the position of waiting for more facts. In brief, though it seems 
absurd to speak of the anatomical origin of many mental diseases, it is 
equally true that the burden of proof rests with one who insists on the 
psychical origin of various mental diseases. 

Dr. Walton said the work of Kraepclin, which has brought order out 
of chaos, should not be judged by so unimportant a question as whether 
the choice of the term dementia pratcox is a happy one. Dr. Meyer’s sug¬ 
gestions are most timely that the task is not completed when the diagnosis 
is made. The one characteristic underlying the “psychogenic” disorders 
is the obsessive temperament, of which Dr. Meyer’s cases give evidence in 
the doubts, fears, scruples and anxieties antedating alienation. That 
the mental balance of the obsessive may be to a greater or less extent 
restored by training there is no question, and even in such cases as 
deserve the title and the prognosis “dementia,” the collapse may be at 
least postponed by efforts in this direction. 

Dr. Cotton said as he understood Dr. Meyer’s interesting and instruc¬ 
tive paper, he hardly saw where he repudiates Kraepelin’s work or dis¬ 
credits what Kraepclin has done for psychiatry, and he should like to be 
clear upon that point. It seemed to him that our zeal in working for 
diagnoses under this classification has not been misdirected, but that the 
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very act of probing 1 deeply into the details of our cases, in order to 
establish a diagnosis, has made Dr. Meyer’s paper a possibility. It has 
certainly given us a clearer idea in regard to symptomatology and 
has brought us to a point where causal factors can, or should be 
recognized. And that having reached this point we should not be satisfied 
merely with making diagnosis, but should now be able to go further 
and derive some benefit from our work, and utilize the facts obtained 
by following Kraepelin’s methods. 

In closing the discussion Dr. Meyer explained first in what sense he 
used the conception of “psychogenic” factors. In this respect the con¬ 
trast of psychogenous disorders to general paralysis proves most instruc¬ 
tive. The main factors of the disturbances in the cases of "dementia 
praecox” belong to the sphere of mental reactions, or better, of reactions 
which could not be thought of as other than “mental.” An attempt to 
express them in terms of nerve physiology would eliminate many funda¬ 
mental facts which we only know in terms of psychological experiences. 
In general paralysis the development of the disease depends on the inter¬ 
communication of syphilitic infection. In psychogenic disorders we deal 
with the inability of the individual to adjust himself to certain vital 
constellations, and certain uncorrected and inadequate mental factors 
remain the directing element of dynamic processes. The transformation 
of the symptomatology of general paralysis and also the disappearance of 
the text-book description of raving mania since the diminution of drastic 
measures and kindred modes of dealing with patients, shows, of course, 
the importance of mental constellations in any disease, even those not 
plainly precipitated by ill-digested and upsetting mental experiences or 
mental reactions. But certainly the radical management of psychogenic 
disorders could not he thought of without due attention to their psychic 
mechanism which in individuals with inadequate defenses can become 
part of a process of deterioration. In this respect Kraepelin has given 
us excellent help towards arriving at a position of order replacing the 
former bewildering confusion. But, after the preliminary survey with 
his principles, we must venture into the fundamental work of a recon¬ 
structive study, but not without a warning against losing one's self in 
pondering. Nissl’s arraignment of psychologizing interpretations would 
only be justified if imaginative construction took the place of rigid ob¬ 
servation of fact; what the speaker advocated is the orderly use of the 
facts at hand and the throwing off of the dogmatic routine which seems 
to make of a diagnosis a protective against the reproach of medical im¬ 
potence in difficult but not necessarily fundamentally ill-fated cases, rather 
than a natural and helpful sign-post in the material for the orthopedics 
of habits and physical and mental life of the patient. In this respect 
the moral treatment of the excellent physicians of the past had decided 
shortcomings because it worked with a conventional moralizing psy¬ 
chology, whereas to-day we have an adequate knowledge of the role of 
substitutive reactions and automatisms and a more adequate sizing up 
not only of the odds, but also of the constructive possibilities required for 
adequate reaction. In all this, we could not value enough the great 
help derived from the studies of Janet and others, and the growing ten¬ 
dency to peal out dynamic principles which cannot fail to become of im¬ 
portance in every nosological and therapeutic activity. 

That psychogenic factors are to be considered in a disease or are 
possibly at the bottom of it, does, of course, not make the disease any 
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less real and serious; but the recognition of the factors is one of the 
essential avenues for help and will alone free the patient from the sad 
faith in routine bred in many hospitals. It is certainly absolutely essen¬ 
tial for non-institutional care of mental disorders. 


NEW YORK NEUROLOGICAL SOCIETY. 

Nov. 28, 1906. 

The President, Dr. Joseph Fraenkel, in the Chair. 

THE MECHANICAL TREATMENT OF NERVOUS DISEASES. 

By Dr. H. S. Frenkel, of Heiden, Switzerland. 

By the mechanical treatment of nervous diseases was understood a 
treatment which did not deal with drugs nor physical means, such as 
hydrotherapy, electricity, etc., but one wherein the therapeutic factors 
depended upon the functions of the muscles themselves, and might con¬ 
sist in active or passive movements, or in changes of nutrition and assimi¬ 
lation, as was supposed to be produced by massage of the muscles. The 
mechanical treatment was not much appreciated by the scientific world 
until the results of the re-educational treatment suddenly suggested the 
possibility of improvement or cure in organic disease. One of the most 
important diseases in which the mechanical treatment had been tried, 
following the good results of the educational treatment of locomotor 
ataxia, was hemiplegia. To improve the power of standing and walking 
in the hemiplegics, Dr. Frenkel laid a great deal of stress on exercising 
the healthy side in order to make it compensate in a certain degree the 
function of the paralyzed side. The system of “Bahncndcr and Mermen- 
der Therapy” had been recommended also in the chronic spastic spinal 
cord diseases, for instance, lateral sclerosis and multiple sclerosis, but Dr. 
Frenkel had never seen any improvement in these cases; on the contrary, 
he had observed a more rapid course of the disease. A special point of 
interest was that those cases of multiple sclerosis with intentional tremor 
of the hands, and unaccompanied by muscular _ weakness, could be im¬ 
proved by exercises graduated similarly to those of tabetic ataxia of the 
upper extremities. 

ORTHOPEDIC TREATMENT IN NERVOUS DISEASES. 

By Dr. Frenkel. 

One of the diseases in which one saw excellent results from orthopedic 
procedures was a spastic paraplegia due to spondylitis. Dr. Frenkel had 
himself seen some cases of total paraplegia with all the signs of spasticity 
disappear completely by extension continued for a long time. In a special 
form of pseudo-muscular hypertrophy in which the atrophy of the soleus 
muscle was combined with a slow retraction of the tendon, he could 
improve the act of walking by an orthopedic apparatus which fixed the 
foot at a right angle, so that in walking the toes did not touch the ground 
first. He cautioned against ever allowing tenotomy in organic nervous 
diseases where there was muscular weakness. In poliomyelitis anterior 
improvement would not follow any exercise, but good orthopedic measures 
could greatly benefit the patient. In multiple neuritis in the acute 



